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K0000
A Llfe Safety Code Recertiﬁcation survey K0000 This Plan of Correction is the center’s
was conducted by the Indiana State credible allegation of compliance.
Department of Health in accordance with Preparation and/or execution of this plan
42 CFR 483 70(3) of correction does not constitute admission
’ ’ or agreement by the provider of the truth
of facts alleged or conclusions set forth in
Survey Date: 02/29/12 the statement of deficiencies. The plan of
correction is prepared and/or executed
. solely because it is required by the
FaCIhty Number: 000423 provisions of federal and state law.
Provider Number: 155704
AIM Number: 100290450
Surveyor: Phillip Komsiski, Life Safety
Code Specialist
At this Life Safety Code survey, Waldron
Health and Rehab Center was found not
in compliance with Requirements for
Participation in Medicare/Medicaid, 42
CFR Subpart 483.70(a), Life Safety from
Fire, and the 2000 edition of the National
Fire Protection Association (NFPA) 101,
Life Safety Code (LSC), Chapter 19,
Existing Health Care Occupancies and
410 IAC 16.2.
This one story facility was determined to
be of Type V (111) construction and was
fully sprinklered. The facility has a fire
alarm system with smoke detection in the
corridors, spaces open to the corridors and
none in the resident rooms. The facility
has a capacity of 79 and had a census of
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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55 at the time of this survey.
Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 03/06/12
The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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K0029 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic
fire extinguishing system in accordance with
8.4.1 and/or 19.3.5.4 protects hazardous
areas. When the approved automatic fire
extinguishing system option is used, the
areas are separated from other spaces by
smoke resisting partitions and doors. Doors
are self-closing and non-rated or field-applied
protective plates that do not exceed 48
inches from the bottom of the door are
permitted. 19.3.2.1
Based on observation and interview, the K0029 K029 03/30/2012
J . 1) How corrective action will be
fa.Cl.hty falled to ensure 1 Of 1 gla'ss accomplished for those affected. No
sliding windows separating the kitchen, a residents were affected by this alleged
hazardous area. fI‘Ol’l’l the COITidOI' WOuld deficient practice 2.) How corrective action
2
. . will be accomplished for those residents
close automatically with the fire alarm havi .
aving potential to be affected. No
system to maintain a smoke resistant residents were affected by this alleged
barrier. ThlS deﬁcient practice COUld deficient practice. 3.) What measures will
. . L. be put in place/systematic changes made
affeCt 12 remdents Observed m the dlnlng to insure corrections. Stainless steel
room as well as visitors and staff. self-closing door to be installed at opening
between kitchen and dining room.
. . . Requisition is in process thru vendor. 4.)
Flndlngs include: How the facility plans to monitor
performance to ensure deficient practices
. do not reoccur. Maintenance
Based on observation on 02/29/12 at 3:35 g o
irector/Executive Director to ensure safe
p.m. with the Maintenance Superv1sor, and accurate installation of required
one set of glass sliding windows protected equipment. 5.) Date of completion
. . . 03/30/2012
the opening from the kitchen to the main /30/
dining room which did not close
automatically upon activation of the fire
alarm system. The main dining room was
open to the corridor. Based on interview
on 02/29/12 at 3:37 p.m. with the
Maintenance Supervisor, it was
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PREFIX
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acknowledged the sliding glass windows
had to be manually shut and would not
close automatically with activation of the
fire alarm.

3.1-19(b)
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K0056 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13,
Standard for the Installation of Sprinkler
Systems, to provide complete coverage for all
portions of the building. The system is
properly maintained in accordance with NFPA
25, Standard for the Inspection, Testing, and
Maintenance of Water-Based Fire Protection
Systems. ltis fully supervised. Thereis a
reliable, adequate water supply for the
system. Required sprinkler systems are
equipped with water flow and tamper
switches, which are electrically connected to
the building fire alarm system. 19.3.5
Based on observation and interview, the K0056 K056 03/30/2012
facility failed to ensure 2 of 3 sprinkler 2:comp:xjc;:re:;£Zcftf:c:e“:”,:Z
heads in the maintenance room on south residents were affected by this alleged
hall were installed a minimum Of 6 feet deficient practice 2.) How corrective action
. will be accomplished for those residents
apart' NFPA 13’ Section 5_634’ having potentri)al to be affected. No
"Minimum Distance Between Sprinklers” residents were affected by this alleged
states sprinklers shall be spaced not less deficient practice. 3.) What measures will
be put in place/systematic changes made
than 6 feet on center. ThlS deﬁcient to insure corrections. Safe-Care to remove
practice could affect 8 residents on south extra sprinkler head from sited location.
hall as well as visitors and staff (Completed 03/15/2012) 4.) How the
facility plans to monitor performance to
ensure deficient practices do not reoccur.
Findings include: Maintenance director/Executive Director to
ensure removal of duplicate equipment.
Maintenance to ensure that any new
Based on observation on 02/29/12 at 3:40 sprinkler head installation is within this
p.m. with the Maintenance Supervisor, regulation
the maintenance room on south hall had 5:) bate of completion 03/30/2012
two sprinkler heads on the west part of
the ceiling which were five feet apart.
Based on interview on 02/29/12 at 3:42
p.m. with the Maintenance Supervisor, it
was acknowledged the two sprinkler
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heads in the maintenance room on south
hall were less than six feet apart.
3.1-19(b)
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